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Background: Research has suggested that gender is related to perceptions of work–family conflict (WFC) and an
underlying assumption is that interference of paid work with family life will burden women more than men. There
is, however, mixed evidence as to whether men and women report different levels of WFC. Even less studies
investigate gender differences in health outcomes of WFC. Also the number of longitudinal studies in this field is
low. Methods: Based on the Swedish Longitudinal Occupational Survey of Health, we prospectively examined the
effects of WFC on three different health measures representing a wide spectrum off ill health (i.e. self-rated
health, emotional exhaustion and problem drinking). Logistic regression analyses were used to analyse multivari-
ate associations between WFC in 2008 and health 2 years later. Results: The results show that WFC was associated
with an increased risk of emotional exhaustion among both men and women. Gender differences are suggested as
WFC was related to an increased risk for poor self-rated health among women and problem drinking among men.
Interaction analyses revealed that the risk of poor self-rated health was substantially more influenced by WFC
among women than among men. Conclusions: We conclude that, despite the fact that women experience conflict
between work and family life slightly more often than men, both men’s and women’s health is negatively affected
by this phenomenon.
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Introduction

Labour markets, families and welfare states are changing, as are
institutional arrangements and the composition of the workforce.

In Sweden, the number of women aged 20–64 years who are in
gainful employment �20 h/week increased from 52% in 1970 to
�71% in 2005 and is today almost equal to that of men.1

Although this development has many advantages, such as the
emancipation of women and a better family income, it has also
increased the likelihood that workers will be faced with difficulties
in organizing work and non-work responsibilities. A concept
frequently used to refer to this is ‘work–family conflict’ (WFC)
defined as ‘a form of inter-role conflict in which the role pressures
from work and family domains are mutually incompatible in some
respect’.2

Research has suggested that gender is related to perceptions of
WFC and an underlying assumption is that interference of paid work
with family life will burden women more than men.3 There is mixed
evidence as to whether men and women report different levels of
WFC.4 In an overview report from 2003, it is concluded that ‘the
empirical evidence [. . .] shows that no (or hardly any) differences
exist between males and females in their experience of negative inter-
action between work and family’,5 and also Byron’s meta-analysis
suggests that sex is a poor predictor of WFC.6 On the other hand, a
recent study indicated that the lack of difference in WFC between
male and female employees could be an artefact as women had
greater difficulties combining work and private life compared with
men in equal occupational positions.7 This assumption gets support
from a study of WFC in different social policy contexts, which shows
that women in Sweden, a country with many women in higher
positions and in full-time employment experienced WFC to a
higher degree than women in any other of the five studied
countries.8

Despite the fact that poor work-life balance has been identified as
one of the top emerging psychosocial health risks in the work force,9

longitudinal studies on health effects of WFC are relatively scarce.
Nearly 90% of the work family research is based on cross-sectional
studies and only a few have assessed whether WFC predicts health
outcomes.10 Even fewer studies investigate gender differences in
health outcomes of WFC, and no compelling evidence exists that
the strength of the relations of WFC to health outcomes differs
between men and women.11

The aim of the study is to investigate possible gender differences
in experienced WFC and regarding possible health consequences of
WFC. We examine the prospective effects of WFC on three different
health indicators measured 2 years later.

The three health measures represent a wide spectrum off ill health,
which could reflect gender differences in stress response, namely self-
rated health, emotional exhaustion and problem drinking. General
self-rated health has been shown to be a strong predictor of future
morbidity and mortality, functional decline and disability, and util-
ization of health care12 and the fact that women report more
sub-optimal self-rated health than men has been confirmed in a
large number of studies.

Emotional exhaustion is especially common among women and
has been found to be related to WFC.13 Problem drinking can be a
maladaptive coping strategy and in Sweden, both the total alcohol
consumption and the percentage of heavy episodic drinkers are
higher among men than among women.14

Methods

Participants

The study population consisted of participants of the Swedish
Longitudinal Occupational Survey of Health (SLOSH) study, a
nationally representative longitudinal cohort survey focusing on
work organisation, work environment and health. SLOSH started

in 2006 (Wave 1) with a first follow-up of the Swedish Work
Environment Survey (SWES) 2003 (n = 9214).15 A second and
third follow-up, including also participants of SWES 2005
(n = 9703), were conducted in 2008 (n = 11 441 respondents) and
2010 (n = 11 525 respondents), respectively. SWES consists of a
subsample of gainfully employed people aged 16–64 years from
the Labour Force Survey. Thus, SLOSH is approximately represen-
tative of the Swedish working population in 2003 and 2005.
Participants in SLOSH are followed by means of postal
self-completion questionnaires, one addressed to ‘gainfully
employed’, i.e. those in gainful employment for at least 30% full
time and one to ‘not gainfully employed’, i.e. those working less or
who are outside of the labour force. The present study is based on
the 6580 participants (35% of the original sample) who were
working at least 30% and who participated in both Waves 2
(2008) and 3 (2010) (Supplementary figure S1).

The analyses were restricted to participants with full information
on all included variables and covariates. Thus, 6080 subjects were
included in the analyses concerning self-rated health, 5938 in the
analyses concerning emotional exhaustion and 5669 in the analyses
concerning drinking problems. The study was approved by the
Regional Research Ethics Board in Stockholm.

Measures

WFC

In 2008, conflict between work and family life was measured by one
question: ‘Do the demands placed on you at work interfere with
your home and family life?’ This question has been used in several
other Swedish studies.16–18 The response options were ‘very rarely’,
‘not very often’, ‘sometimes’, ‘very often’ and ‘the whole time’,
which were categorised into ‘low work–family conflict’ (‘very
rarely’ or ‘not very often’), ‘moderate work–family conflict’
(‘sometimes’) and ‘high work–family conflict’ (‘very often’ and
‘the whole time’).

Self-rated health

General self-rated health, a widely used measure of perceived current
health status, which has been shown to predict mortality,12 was
measured by a standard single-item question ‘How would you rate
your general state of health?’ Respondents answered on a 5-point
scale dichotomized into good (‘very good’ and ‘good’) and
sub-optimal (‘neither good nor poor’, ‘poor’ and ‘very poor’).

Emotional exhaustion

Emotional exhaustion was measured by a 5-item subscale from the
Maslach Burnout Inventory, General Survey.19 There were six
response options (vs. seven in the original scale) from ‘Every day’
to ‘A few times a year or less/Never’. A collective emotional
exhaustion scale score was calculated as the mean of the item
scores and individuals were subsequently classified with symptoms
of emotional exhaustion (75th percentile or higher) or no symptoms
of emotional exhaustion (below the 75th percentile).20

Problem drinking

In 2010, problem drinking was measured with the CAGE, which has
been found to be an effective screening tool for problem
drinking.21,22 It comprises four yes/no questions about need to cut
down on drinking, people criticizing one’s drinking, feeling guilty
about drinking and need for an eye opener in the morning.
Following the standard, two or more positive answers were seen as
an indication of problem drinking. As CAGE was not included in the
2008 wave, we used a single question based on AUDIT23 to control
for baseline heavy drinking: ‘How often do you drink six such glasses
[of alcohol] or more on the same occasion?’ A ‘glass’ is equivalent to:
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50 cl medium strength beer or 33 cl strong beer or 1 glass of wine or
1 small glass of fortified wine or 4 cl spirits, e.g. whisky. Response
alternatives were 1 = never, 2 = more seldom than once a month,
3 = every month, 4 = every week and 5 = daily or nearly every day.

Covariates

Age, education, marital status, number of children living at home
and working hours were included in the analyses as they could be
expected to confound relationships between WFC and health.24 Age,
education and marital status were obtained from administrative
register data. Education was re-coded into four categories ranging
from compulsory school to university education of �2 years. In the
questionnaires, participants were asked to indicate if they were
working full time or part time. Weekly working hours in paid
work were assessed by a question regarding how many hours the
participant spent on gainful employment/paid work (including
overtime at the work place, at home or on business trips).25

Number of children was measured by means of two questions,
‘Do you have any children living at home? Include children living
with you at least half of the time’ with response alternatives yes/no,
and ‘If yes: how many?’; here, the participant was asked to give the
number of children aged 0–5 years, 6–12 years, 13–19 years and �20
years. The total number of children was derived by adding up the
numbers given in every category. Since some participants obviously
did not enter the number but rather the ages of the child/children
living at home in one or more of the fields, and since families with
five children or more, especially in a narrow age range, are very rare
in Sweden, values above four in a category were set to one. Missing
values were set to zero when calculating the number of children
living at home. This procedure resulted in 16 persons estimated
to have 5 and 1 person to have 6 children living at home, and
these were finally included in the 4 or more category used in the
analyses.

Statistical analysis

To compare background variables and health between categories of
WFC and gender, chi-square and Wilcoxon–Mann–Whitney tests
were performed. Tests for normality (Shapiro–Wilk test and a
series of goodness-of-fit tests based on the empirical distribution
function) were conducted on the original variables. As all outcome
variables as well as WFC had skewed distributions, logistic regression
analyses were used to analyse multivariate associations. Gender-
stratified logistic regression analyses were used to examine the asso-
ciations between WFC and the three health indicators. Model 0
shows the unadjusted individual effects of WFC. In Model 1, demo-
graphic factors (i.e. age, marital status, income and education) were
adjusted for. In Model 2, we additionally controlled for workload
(i.e. working hours and number of children living at home) and in a
last step (Model 3), we additionally controlled for the corresponding
health variable at baseline (i.e. self-rated health, emotional
exhaustion and heavy drinking). The level of significance was set
to 0.001. To study gender differences further, we tested for multi-
plicative interaction. No adjustment for covariates was applied. All
analyses were conducted in SAS, version 9.2.

Results

In total, about 6580 participants were included in the analyses.
Gender differences were found regarding WFC, marital status,
education, working hours, income and full-time employment
(table 1). The prevalence of suboptimal self-rated health was
slightly higher among men than among women. However, when
compared with men more women reported emotional exhaustion,
and twice as many men as women reported problem drinking.
Table 2 shows that WFC was significantly associated with age,
working hours, income and poor health; it was more common

among persons with high education, working full time and those
with more children living at home. Restricting the comparison to
only participants working full time, the gap between men and
women increased. While 8.9% of the men working full-time
experienced WFC ‘very often’ or ‘the whole time’, the corresponding
percentage for women working full time was 12.1% (P < 0.0001).

The associations between WFC and health outcomes are presented
for men (table 3) and women (table 4) separately. In the unadjusted
models (Model 0), experiencing WFC increased the odds of
suboptimal self-rated health 2 years later among both men and
women. A comparable result was found regarding emotional
exhaustion, however, with much higher Odds Ratios (ORs). Among
men, WFC increased the odds of problem drinking. Adjusting for age,
education, income and marital status (Model 1) did not alter the
results substantially nor did additional adjustment for weekly
working hours, and number of children living at home (Model 2).
Adjusting for the corresponding health measure at baseline (Model 3)
attenuated the ORs of suboptimal self-rated health and emotional
exhaustion substantially. However, for women, WFC was still sig-
nificantly associated with increased odds of suboptimal self-rated
health and emotional exhaustion. For men, WFC remained
associated with increased odds of emotional exhaustion and
problem drinking 2 years later. However, the association between
WFC and suboptimal self-rated health became non-significant.

Interaction analyses revealed only one significant interaction,
i.e. between WFC and being female with regard to poor self-rated
health (OR = 1.39; 95% CI: 1.16–1.67), but not regarding emotional
exhaustion (OR = 1.12; 95% CI: 0.93–1.34) and problem drinking
(OR = 0.82; 95% CI: 0.60–1.13).

Table 1 Differences in background factors with regard to sex in the
SLOSH study, Sweden (n = 6580)

Characteristics at baseline Sex

Men

(n = 2889),

Mean (SD)

Women

(n = 3691),

Mean (SD)

Pa

Age 2008 48.6� 9.7 48.7� 10.0 48.6� 9.5 0.573

Weekly working hours 40.5� 13.5 43.1� 13.1 38.5� 13.4 <0.0001

Yearly income

(in thousand SEK)

312.4� 150.6 359.8� 176.7 275.2� 112.2 <0.0001

n (col %) n (row %) n (row %) Pb

WFC 2008 <0.0001

Very rarely 2467 (37.8) 1133 (39.5) 1334 (36.4)

Not very often 1234 (18.9) 576 (20.1) 658 (18.0)

Sometimes 2187 (33.5) 904 (31.5) 1283 (35.0)

Very often 583 (8.9) 236 (8.2) 347 (9.5)

The whole time 60 (0.9) 20 (0.7) 40 (1.1)

Marital status <0.0001

Unmarried 1896 (28.8) 905 (31.3) 991 (26.8)

Married 3822 (58.1) 1692 (58.6) 2130 (57.7)

Divorced 771 (11.7) 272 (9.4) 499 (13.5)

Widowed 91 (1.4) 20 (0.7) 71 (1.9)

Education 2008 <0.0001

Compulsory school 590 (9.0) 351 (12.2) 240 (6.5)

High school 2974 (45.2) 1389 (48.1) 1585 (43.0)

University (<2 years) 437 (6.6) 268 (9.3) 169 (4.6)

University (�2 years) 2576 (39.2) 880 (30.5) 1696 (46.0)

Children at home 2008 0.202

No 2204 (50.2) 1436 (49.7) 1868 (50.6)

1 Child 1169 (17.8) 509 (17.6) 660 (17.9)

2 Children 1584 (24.1) 698 (24.2) 886 (24.0)

3 Children 428 (6.5) 198 (6.8) 230 (6.2)

� 4 Children 94 (1.4) 48 (1.7) 47 (1.3)

Full-time employment 5125 (79.4) 2639 (93.4) 2486 (68.5) <0.0001

Poor self-rated health 2010 1303 (20.1) 600 (21.07) 703 (19.27) 0.019

Emotional exhaustion 2010 1494 (23.3) 522 (18.54) 972 (27.06) <0.0001

Problem drinking 2010 383 (5.9) 236 (8.28) 147 (4.05) <0.0001

a: P-values from Wilcoxon–Mann–Whitney test.
b: chi-square test.
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Discussion

In our study, we found a small but significant gender difference in
reported WFC, with 10.6% women and 8.9% men reporting WFC
‘very often’ or ‘the whole time’. When restricting the comparison to
men and women working full time, we found a larger gap: 3.2

percentage points more women experienced high WFC. Unequally
distributed responsibilities for household and childcare are possible
explanations.25,26

In the present study, WFC predicted suboptimal self-rated health
among women. Among men, there was no effect after controlling for
self-rated health at baseline. Cross-sectional studies have found WFC
to be strongly associated with suboptimal self-rated health, but no
gender differences were detected in these studies.27,28 However, due
to the cross-sectional nature, no conclusions can be drawn from
these studies regarding the causal nature of the relationship. Our
study suggests that WFC can indeed be a contributing factor in the
development of suboptimal self-rated health. This does not exclude a
reverse effect; poor self-rated health might also increase the risk of
experiencing WFC. Such a reverse relationship has indeed been
suggested.29 That longitudinal study, with a 1-year time lag,
reported both a significant relationship from time 1 (T1) poor
general health to time 2 (T2) WFC as well as from T1 WFC to T2
general health, suggesting a vicious cycle. Furthermore, the study
showed that WFC worked as a mediator between T1 job demands
and T2 poor self-rated health. In that study, sex was not systemat-
ically related to job demands, work–home interference or general
health.

A clear association was found between WFC and emotional
exhaustion among both men and women, although this association
was attenuated when controlling for baseline emotional exhaustion.
This is in line with previous research, which has shown a consistent
effect of WFC on emotional exhaustion and burnout.5,30 Research
on gender differences, however, is scarce and shows inconsistent
results. While some studies found that WFC was more strongly
related to women’s psychological health and exhaustion than
men’s,31 other studies found that WFC was equally harmful to the
mental health of both male and female workers.3 Also Kinnunen and
Mauno32 found a main effect of WFC on job exhaustion, but no
interaction with gender. As the above-mentioned studies are
cross-sectional, they give no hint regarding the direction of the re-
lationship. Some longitudinal studies of WFC and exhaustion have
been reported, but no gender differences regarding the relationship
between WFC and exhaustion were discovered.13,33–35 Last, but not
least, we found WFC to be related to problem drinking among men
but not among women. In contrast to the outcomes discussed above,
the association between WFC and problem drinking was not affected

Table 3 Relation between WFC at baseline and ill health at follow-up among men

Baseline WFC n ‘Cases’ OR (95%) CI for ill health at follow-up

Model 0 Model 1 Model 2 Model 3

Crude Model 0 + age, education,

income, marital status

M1 + weekly working hours,

number of children

living at home

M2 + corresponding

health measure at

baseline

General self-rated health

Low 1590 301 1 1 1 1

Moderate 858 185 1.18 (0.96–1.75) 1.29 (1.05–1.60) 1.39 (1.05–1.60) 1.08 (0.85–1.38)

High 247 80 2.05 (1.53–2.67) 2.34 (1.73–3.17) 2.36 (1.62–3.20) 1.16 (0.80–1.67)

Pseudo R2 0.008 0.021 0.022 0.183

Hosmer–Lemeshow test �2
(1) = 0.00; P = 1.00 �2

(8) = 11.28; P = 0.186 �2
(8) = 7.55; P = 0.478 �2

(8) = 4.61; P = 0.798

Emotional exhaustion

Low 1559 178 1 1 1 1

Moderate 843 197 2.37 (1.89–2.96) 2.46 (1.96–3.08) 2.50 (1.99–3.15) 1.63 (1.26–2.10)

High 243 108 6.21 (4.61–8.36) 6.64 (4.90–9.01) 6.87 (5.03–9.38) 3.03 (2.12–4.34)

Pseudo R2 0.058 0.065 0.066 0.181

Hosmer–Lemeshow test �2
(1) = 0.00; P = 1.00 �2

(8) = 7.31; P = 0.504 �2
(8) = 4.75; P = 0.784 �2

(8) = 9.38; P = 0.311

Problem drinking

Low 1511 109 1 1 1 1

Moderate 819 85 1.49 (1.11–2.00) 1.55 (1.14–2.09) 1.56 (1.15–2.12) 1.68 (1.22–2.32)

High 229 27 1.72 (1.10–2.69) 1.79 (1.14–2.826) 1.81 (1.14–2.88) 1.82 (1.12–2.95)

Pseudo R2 0.004 0.009 0.010 0.058

Hosmer–Lemeshow test �2
(1) = 0.00; P = 1.00 �2

(8) = 5.54; P = 0.699 �2
(8) = 6.05; P = 0.642 �2

(8) = 2.21; P = 0.974

Table 2 Differences in background factors with regard to work
family conflict in the SLOSH study, Sweden (n = 6580)

Characteristics at baseline WFC 2008

Low

(n = 3071),

mean (SD)

Moderate

(n = 2187),

mean (SD)

High

(n = 643),

mean (SD)

Pa

Age 2008 49.3� 9.9 47.9� 9.5 47.6� 9.3 <0.0001

Weekly working hours 38.9� 13.4 42.0� 13.1 44.8� 13.8 <0.0001

Yearly income

(in thousand SEK)

300.9� 131.4 323.2� 169.8 344.5� 176.0 <0.0001

(row %) n (row %) n (row %) Pb

Sex <0.001

Men 1709 (59.6) 904 (31.5) 256 (8.9)

Women 1992 (54.4) 1283 (35.0) 387 (10.6)

Marital status 0.578

Unmarried 1076 (16.5) 603 (9.2) 201 (3.1)

Married 2141 (32.8) 1291 (19.8) 361 (5.5)

Divorced 430 (6.6) 267 (4.1) 72 (1.1)

Widowed 54 (0.8) 26 (0.4) 9 (0.1)

Education 2008 <0.001

Compulsory school 426 (73.4) 117 (20.2) 37 (6.3)

High school 1808 (61.2) 922 (31.2) 223 (7.6)

University (<2 years) 236 (54.5) 147 (23.0) 50 (11.6)

University (�2 years) 1230 (48.0) 999 (39.0) 333 (13.0)

Children at home 2008 <0.001

No 2002 (61.3) 997 (30.5) 266 (8.2)

1 Child 650 (55.8) 399 (34.3) 115 (9.9)

2 Children 793 (50.2) 588 (37.2) 199 (12.6)

3 Children 217 (50.8) 162 (37.9) 48 (11.5)

�4 Children 39 (41.04) 41 (43.2) 15 (15.8)

Full-time employment 2848 (55.9) 1717 (33.7) 533 (10.5) 0.018

Poor self-rated health 2010 589 (16.13) 649 (22.44) 218 (34.22) <0.0001

Emotional exhaustion 2010 503 (13.96) 649 (30.40) 330 (52.72) <0.0001

Problem drinking 2010 193 (5.30) 144 (6.68) 45 (7.10) <0.001

a: P-values from Wilcoxon–Mann–Whitney test.
b: Chi-square test.
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by controlling for baseline heavy drinking, which might be explained
by the fact that we used another measure at baseline which may
capture high alcohol consumption rather than alcohol problems
per se. To our knowledge, rather few studies have studied the
effect of WFC on alcohol use and heavy drinking, most of which
are cross-sectional. In line with our findings, 15 years ago, Frone et
al.24 found, based on a large community sample of employed
parents, significant associations from WFC to depression, poor
physical health and heavy alcohol use; and a stronger relationship
between WFC and heavy alcohol consumption was found among
men than among women. Also other studies suggest that WFC is
associated with heavy drinking.3,24,36–38 In contrast to our findings,
however, two recent studies focusing on gender differences report
associations between WFC and heavy drinking among women (but
not among men)39 and between WFC and problem drinking among
both men and women, with a stronger association among women.40

In marked contrast to the latter studies, we found an effect of WFC
on problem drinking among men, but not among women. In
general, problem drinking might be lower in Sweden than in other
countries.14 In our study, 8% of the men and 4% of the women
reported problem drinking. In comparison, Finnish data indicate
problem drinking (also measured in means by CAGE) to be 39%
among men and 17% among women.40 Another possible explan-
ation for the low numbers is that the shame and double standards
in relation to alcohol that are prevalent in the Swedish population
prevent people, and especially women, from reporting problem
drinking. Underreporting of problem drinking could, however, be
a possible explanation for the lack of association between WFC
and problem drinking among women. One longitudinal study
suggests that reverse causality is unlikely to explain the reported
associations.38

A major strength of our study is that it comprises an approxi-
mately representative sample of the Swedish working population
representing a wide range of occupations and the different
outcomes studied represent overall health as well as psychological
ill health and health behaviours. Analyses were restricted to partici-
pants with full information on the respective outcomes and
covariates, which reduced the study sample substantially.
Sensitivity analyses revealed that more women than men, older par-
ticipants and persons with fewer children failed to answer to a
relevant question. Regarding the outcome self-rated health, we
could see that participants with low or medium WFC in 2008

more often failed to answer relevant questions. So also did
widowed persons with regard to the outcomes of emotional
exhaustion and drinking problems. Another limitation is the use
of self-reports, it has, for example, been shown that social desirabil-
ity and the order and wording of items influence how those are
answered. Health problems, especially drinking problems, but also
WFC are likely to be underreported. Actually, the small amounts of
alcohol consumption reported in SLOSH 2008 made us suspect a
substantial under-reporting of alcohol use and made the use of
cut-offs impossible. Consequently, we changed the measure of
alcohol to CAGE in 2010. Also an underestimation of WFC
among participants without family is possible owing how the
question regarding WFC was formulated. Restricting the analyses
to participants with children only, however, did not substantially
change the results, except that men with children and WFC had
no increased risk for heavy drinking. Another limitation is that
although predictors and outcomes were collected at different
points in time, no firm conclusions about causality can be drawn.
Health selection could, furthermore, have introduced a bias in the
results, if women with health problems, possibly partially caused by
WFC, were more prone to leave the labour market than men
suffering the same consequences, leaving only the hardier in work.
Indeed, the higher rates of sickness absence and disability pension
among women than men indicate that this could be the case.
However, although this could bias the relative strength of the asso-
ciations for women and men, it is unlikely that it would influence
the differences in patterns of associations between the men and
women.

Conclusion

Despite the fact that the estimated strength of the associations
between WFC and all health outcomes varied between men and
women, a significant interaction with gender was revealed only
regarding self-rated health, indicating a substantially higher risk
for poor self-rated health for women with WFC.

The present study suggests that WFC is slightly more common
among women and that this conflict affects both men’s and women’s
health. Future studies are needed to deepen the understanding
of WFC and ill health using longitudinal data with measurements
of all variables from at least three occasions to better gauge causal
associations.

Table 4 Relation between WFC at baseline and follow-up ill health among women

Baseline WFC n ‘Cases’ OR (95%) CI for ill health at follow-up

Model 0 Model 1 Model 2 Model 3

Crude Model 0 + age,

education, marital status

M1 + weekly working hours,

no. of children living at home

M2 + corresponding

health measure at baseline

General self-rated health

Low 1826 249 1 1 1 1

Moderate 1192 269 1.85 (1.53–2.23) 1.96 (1.61–2.38) 2.01 (1.65–2.44) 1.61 (1.30–1.99)

High 367 132 3.56 (2.77–4.58) 3.97 (3.07–5.15) 4.20 (3.23–5.46) 2.63 (1.95–3.54)

Pseudo R2 0.030 0.039 0.042 0.168

Hosmer–Lemeshow test �2
(1) = 0.00; P = 1.00 �2

(8) = 7.17; P = 0.518 �2
(8) = 6.05; P = 0.642 �2

(8) = 6.27; P = 0.616

Emotional exhaustion

Low 1780 286 1 1 1 1

Moderate 1161 403 2.78 (2.33–3.31) 2.82 (2.36–3.36) 2.886 (2.39–3.42) 1.55 (1.26–1.90)

High 352 208 7.54 (5.89–9.66) 8.08 (6.26–10.42) 8.33 (6.44–10.77) 2.70 (2.01–3.62)

Pseudo R2 0.090 0.100 0.100 0.229

Hosmer–Lemeshow test V2
(1) = 0.00; P = 1.00 �2

(8) = 13.09; P = 0.109 �2
(8) = 6.82; P = 0.556 �2

(8) = 17.48; P = 0.026

Problem drinking

Low 1683 70 1 1 1 1

Moderate 1090 56 1.25 (0.87–1.79) 1.18 (0.82–1.70) 1.16 (0.81–1.68) 1.17 (0.81–1.70)

High 337 16 1.15 (0.66–2.00) 1.069 (0.60–1.86) 1.03 (0.58–1.81) 1.12 (0.63–2.00)

Pseudo R2 0.000 0.004 0.004 0.018

Hosmer–Lemeshow test �2
(1) = 0.00; P = 1.00 �2

(8) = 10.45; P = 0.235 �2
(8) = 8.10; P = 0.423 �2

(8) = 13.68; P = 0.090
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Key points

� Imbalance between work and private life has been described
as one of the major psychosocial risks today.
� There is mixed evidence as to whether men and women

report different levels of WFC and no compelling evidence
exists that the strength of the associations between WFC and
health outcomes differ between men and women.
� We found that slightly more women reported WFC,

especially among full-time workers.
� WFC increases the risk for emotional exhaustion among

men and women, poor self-rated health among women
and heavy drinking among men.
� WFC could be an important risk factor for problem drinking

among men, and thus a possible target for intervention.
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